MISSOUR! DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH —-63-006244

DEPARTMENT OF PUBLIC HEALTHM AND WELFARE
- : STATE FILE NUMBER
Registration District No. oo .L_.Jfrirniry Registration District No. ‘5_ s—-s_/ s No ',“ / o - .

DO 'NOT WRITE -
onwisiwe MWD | e e 069 Ve e o = '
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased !Fvod. If institution: Residerce before
V$.300 s. COUNTY Howell _ . I = sae Mo, b.county  Howedd  sdmusion -
Rev. 4/59 b. C(I)'I"!Y (If outside corpoﬁjnmm give TOWNSHIP only) Length of stay in 1b €, Ccl)}'!\' W pl . Insice Limits
TOWN years _ TOWN esd Flains Yes [1 No €
<. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm

HOSPITAL OR ADDRESS
INSTITUTION Rou,te 2 Yes 0 No X - Rouie. 2 YesX] No O

TDATE AMENDED

3. NAME OF DECEASED Firat iddie Tast i DAIE Forth Doy e
oo Mary Anna  Stover DEAT“}e‘{”"“a"'Z 25, 1903

6. 'cotoz OR RACE 7. Married [] Mever Married [] [8. DATE OF BIRTH | 9. AGE (lm birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR

. . ; . Months | Days
?emale white Widowed @ Ovored O 17 _20)7 554 gw
USUAL OCCUPATION {Give Kind of work done | 105, xmn OF BUSINESS on TNDUSTRY| 1. ;

1 BlRTHPLAC { state 12 Tl WHAT COUNTRY
rmg mon of workigh life, even if uﬂmd) PL/ GL& ﬁc Tﬁa
I::In FATHER 5 N ? - ISIC'J)M ewa'fzt‘ﬁ%E_N NAME OF HUSBAND OR WIFE
Geornge Aﬁowe Mah, Hood | )rlw.n toven (dec.)

15. WAS DECEASED EVER_IN U.5. ARﬁ—D FQRCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, or unknown)l {If yes, give wer or dates of serv MM Boyd me W&di plw, mo

18. CAUSE OF DEATH (Enter only one couse per ling INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: L ONSETAND DEATH

IMMEDIATE CAUSE () ? : : f’

—
4
vy
=
=1
o
o]
a

Conditions, if any,
which gave rise foj'

DUE TO (b}
above cause (),
stating the under-

(2
lying couse [fait DUE TO (CJM M‘A‘— /2.. &4_

PART Il. OTHER SIGNIFICANT CONCITIONS CONTRIBUTING TO DEATH but not related to the terminal | PART_HE. 1f  deceased was female was
there & pregnancy in last 90 days.

R diunse conditionfyiven in PART,| {a) .
3-9-‘\' jhb‘-u—)- mzwﬁéﬂo . __.[Ove [ ONe | O unknown

197 WAS AUTOPSY | 20s. ACCIDE! SUICIDE  HOMICIDE 20b. DESCRIBE HIJW INJURY GCCURRED. (Enter mature of injury in PART 1 or PART (1 of item 16.}
PERFORMED? jai a o] .
. ¥YESO No[Od

20c. TIME OF  Houl  Meonth, Day, Yesr |
INJURY am,
p.m.

20d. INJURY OCCURRED 20e. PLACE OF IN]URY {e.9., in or about home, | 20f. CITY, TOWN, OR LOCATION
N WHILE AT WORK farm, factory, street, office bidg., efc.)
=.NOT WHILE AT WORK [] I

S | |
? ot ? A el
21. 1 attended the'd d from /! m._.._a!-.l nd last saw Er;‘_alive on_ x> 3

Death 5 ; 00 'e‘ M. m on the date stated above, and to the best of my.knowiedge, from the causes mfsd

L S %, | (5ot Plloes s 5h1

“Z3a. BURIAL, CREMATION, [ 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d LOCATION (City, town, or :oun!y) tath)

bR | 2-27-63 Barneitt (emeten West Plains, Mo.

24, NZAI. DIRECTOR IDRESS 25. DATE RECD. 8Y LOCAL REG. | 26. REGISTRAR'S SIGNATURE
ertsons, West P 3.4 - b3 g:zinc éaa,{_

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

ITEM NO.

" BY AFFIDAVIT OF

T -
t on Reverse Side)
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' srAmiism B‘v*ticz'u'siﬁ EMBALMER s o

\ L e .. . ot Ry

. Y. ) - h

= I hereby cemfy ihat the body whose name is recorded on .the reverse side of this certificate was embalmed by me,

SO T R, - Hy .
or by : Student Embalmer No.

. ST S A
working under my personal supervision. & . 27 4 T ial s . e /QZ( %2 ot 9
: A o dboi e
Student. Signed ,/
: gnecai— / ~=

e mnz” Vo rs? o

Signature of Student Embalmer
Licensed Embalmer No._3//22
- A

k - . P. O. Address. WeAf_ pla,uw, /Ho.

“ T3
_ -..dn:,‘.:.-\‘.‘-- Vo b

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp]y

with the above congfitutes groundp for revocation of license). )
P t"\ If balm bh atTUDEﬂT he also shall sign, m"h OWN hand riti R
. body is not embalme&**ad should be so\staf above. AL,




